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Other Please explain:

1. Patient's Name: 2‘ Rank/Rate 3. Social Security No: 4. Birth date: 5. Date Filed:
— i 2o S O -/ R
Dos JoHy £5 IR3-45-CT8T| 01/ fao| 2 fut o1
6. Currem Duty/Unlt Address: ) 7. Patient's Home Address:
WSARB Jltn tafeee. 1527 | (23 Plaen SH
Command/Unit uic Street Address
Bré il ISCNIY AvE  SiE Lo Tl Meme . 7271 (s [ A3YS”
Street Address City / . State  Zip Code
— S . — oy
Mt tithie e WIT  532p3 | (1R3) 45¢- 799¢
City State Zip Code Home phone number (with area code)
(Yr4) A97-455¢
Duty/Unit phone number (with area code)
8. Branch Of Service: [ /4 7/?13!( ‘2/ 57 " e»(/i’t"'(/'(-/ }(’(w a f} 5/ /< )
USA & USN UsSmMC USAF *USAR *USNR * USMCR *USAFR
Army NG (Active) *Army NG (Inactive) Air NG (Active) *Air NG (Inactive) (Effective 10/01/2000)

*If illness/injury occurred while on drill, annual, or inactive training, submit a copy of drill record, orders, muster sheet, or leave and earning statement.

9. Type of Care:

Emergency Care Routine__X Pre-Authorization Yes No
If Yes, Pre-Authorization number:

10. Did a Military Dental Clinic authorize the referral of this care? Yes No A

If so, Name and location of referring dental Clinic:

(Include a copy of the 09-21 61 Referral for Civilian Medical Care form)

11. Name of Provider Treatment Dates Charges

/-5 Do

ﬁ / Or): A

Doy , fé/_zﬁ,{)ué’/ﬂ/m/

12. Have bills been paid? Yes

N o_x_

If yes, By whom

If yes, In full

In Part

back of canceled check, receipt, or itemized bill showing a zero balance).

If member paid, submit the itemized bill(s), a SF 1164 (Claim for Reimbursement with the member's original signature), and proof of payment (front and

validates information provided.

Mmbzm,

13. Signature of patient or the person who is authorizing the release of health care records related to this injury/iliness to MILMEDSUPPOFF. Signature

afure

D&t signed Relationship to Patient




